
Chronic pain does not have one etiology or characteristic, making it a complex clinical problem to 
assess and address. Yet when pain is not carefully evaluated, it may remain poorly managed, reduc-

ing patients’ quality of life and increasing the risk of other health problems, such as depression. To prop-
erly identify the cause of the pain, which is necessary to determine the most appropriate management 
plan, a comprehensive patient evaluation is needed. This requires obtaining a patient’s medical history, 
focusing on the pain and its characteristics, as well as conducting a thorough physical examination. The 
following outlines what healthcare providers need to consider when performing these evaluations. 

Medical History-Taking
When obtaining a patient’s history, the following should be documented to identify the scope of the 
patient’s pain:
1. When the pain began and whether there was a specific incident that caused or triggered the onset of 

pain or if the pain was insidious in onset.
2. The severity and specific location of the pain, including if the pain is radiating. 
3. Whether the pain is localized at one site or if it is multifocal/generalized.
4. The characteristics of the pain, which can be determined using the following questions: 

• What are the qualities of the pain? Patients may provide descriptions such as aching, dull, sharp, 
burning, electric, numbness, tingling, or ‘abnormal feelings.’ 

• Is the pain acute or chronic? Is it continuous or intermittent? Does the pain stay the same or 
change in character? Is the pain improving or worsening?

• Are there any associated neurologic factors, such as weakness, numbness, and balance problems?
• What factors worsen or relieve the pain?
• Do activity, body position, and mobility have any effect on relieving or worsening the pain?
• Does stress affect the intensity of the pain?

5. Whether previous assessments or tests were conducted. If so, any results should be carefully reviewed.
6. Whether previous treatments had any effects. These should include nonpharmacologic interventions 

and all medications (even over-the-counter agents), and dose and frequency should be considered.
7. Whether the pain has impaired the patient’s ability to perform any activities, such as walking, lifting, 

sitting, or standing.

Published 
December 2013

Tip SheeT  
for healThcare providerS

Steps for Evaluating Chronic Pain  
Lisa Byrd, PhD, FNP-BC, GNP-BC 

School of Nursing, University of Mississippi Medical Center
School of Nursing, University of South Alabama



Physical Examination
Assess for the cause and type of pain, considering all pertinent diagnoses. To achieve this, do the following:
1. Evaluate the patient’s pain using a pain scale and take his/her vital signs, weight, and body mass 

index.
2. Observe the patient’s appearance, attitude, and behavior, paying attention to gait, responses to ex-

amination maneuvers, evidence of current or past substance abuse (ie, alcohol, tobacco, illicit drugs), 
and evidence of psychological issues (eg, concordant depression, anxiety, and mood, sleep, and/or 
eating disturbances).

3. Observe for musculoskeletal defects, such as deformity, atrophy, masses or lesions, signs of trauma, 
alignment of the spine, and range of motion. Determine muscle strength and evaluate for evidence 
of myofascial dysfunction. 

4. Assess the patient’s muscle stretch reflexes and neurologic status using a mental status sensory exami-
nation, looking for hyperalgesia, hyperpathia, paresthesias, dysesthesias, allodynia, hypesthesia, and 
hyperesthesia.   

5. Assess pain by exacerbating maneuvers and observing the patient’s reaction. 
6. Assess for Waddell’s signs and inconsistencies during the examination. Some tests that may be ben-

eficial in establishing a true assessment of pain include:
• Simulation tests: When taking the patient’s history, ask him/her about what types of movements 

cause pain and then ask him/her to perform a similar action that causes this type of movement 
during the examination to assess whether the movement actually causes the pain.

• Distraction tests: Ask the patient to perform a movement that usually causes his/her pain and 
then later in the examination distract him/her with conversation while asking him/her to perform 
a similar movement. Observe the patient closely during this movement to assess whether the pain 
is still present while the person is distracted and performing the movement.

• Regional disturbances: Assess whether there is regional weakness or sensory impairment 
(weakness of an individual’s entire extremity [ie, the entire arm as opposed to just the hand grip 
strength], inability to feel sensations in the entire leg as opposed to only on particular portions 
of one foot). 

• Overreaction: Assess whether the individual is amplifying or overemphasizing the true magnitude 
of the pain. These are subjective signs regarding the person’s demeanor and reaction to testing 
(ie, the person says that he or she is unable to walk without excruciating pain, but is able to walk 
to the examination room without observable distress). Assess the individual before he/she realizes 
that he/she is being observed.
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